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THE FAMILY PHYSICIAN 
Shouid remember several things about Paberculie 


SECOND:— 
A COU GH lasting longer than five weeks is not 


just a cold or a bronchitis. 
After five weeks, it is imperative to find the cause. 


In many casce it- willbe 


DEVITT’S CAMP FOR TUBERCULOSIS 


Associate Phystcians x -rayed and Superintendent 


ALLENWOOD, PENNSYLVANIA 
ROSS K. CHILDERHOSE, MD. ee you WILLIAM DEVITT, MB 
JOHN S, PAGOKARD, M.D. will have him Physician in Charge 
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THE 
CALIFORNIA: SANATORIUM® 
BELMONT -- 
California 


Located in the well-known sunny belt of the Peninsula, about thirty 
miles south of San Francisco. Large park, semi-tropical 


grounds, walks especially laid out for 
graduated exercises. 


Not toe hot in summer, not too cold in winter. 


Two physicians on duty day and night. 


Graduate nurses. 


DR. HARRY C. WARREN 
Medical Director 
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Editorial Comment 


Will We Keep ON Nov. 3, 1936, the peo- 
in Step ple of America gave an 

almost unanimous ap- 
proval to many changes from the old 
order—an approval of measures that 
would have been scorned by most Amer- 
icans less than a generation ago. They 
ganctioned social security, unemployment 
Insurance, crop insurance, abolition of 
child labor, slum clearance, etc. There is 
no doubt that all of these changes are for 
the betterment of humanity. 

In the light of these things where does 
tthe American Medical Profession fit in? 
Will we keep in step, will we progress? 
We will progress scientifically, yes, but 
will we advance and meet the " changing 
social order or will we cry for the “Good 
Old Days” and in the end lose our herit- 
age as members of a noble profession? 
Will we face the issue and meet the ine- 
vitable change squarely and keep for our 
fellows the place they deserve? 

We hear a lot, these days, about the 
coming of State Medicine—Socialized 
Medicine. Neither of these is new. We took 
our first step toward socialized medicine 
When the first patient in America was 
treated free; when the first charity hos- 
pital was founded. Socialized medicine 
has come down through the years, with 
the establishment of charity hospitals in 
ever increasing numbers. State medicine 
also has come down through the years 
with the Federal, the State, the County 
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“The most important factor in diagnosis in 
the majority of cases of pulmonary tubercu- 
losis is keeping the disease in mind.’’ 


Lawrason Brown, M. D. 


and City Governments contributing mil- 
lions annually. WHY?? Simply because 
we wanted it. Free clinics have been 
established because we encouraged them. 
Unpaid staffs of great hospitals were 
founded because we wanted them. It has 
been a simple evolution with the medical 
profession contributing most. Now what 
stand will we take? Will we oppose State 
Health Insurance? Will we object to being 
paid by the State for our services, or will 
we insist on making our own collections 
from those who can, and will pay, and 
continue to care for those other hundreds 
without pay? Will we insist on giving our 
time and training to charitable institu- 
tions that pay every one else and for 
everything else, but will not pay the med- 
ical staff? 

Will we insist on giving our time free 
to clinics in preference to being paid 
by the State for every service we per- 
form? Will private hospitals be allowed 
to go into bankruptcy while the Congress 
of the United States, and the State Legis- 
latures continue to appropriate monies 
to create more free beds? Will our medical 
schools continue to be in separate classes 
or will they become standardized? Will 
they continue to graduate physicians in 
numbers far beyond the demand or will 
steps be taken to correct this situation? 
Will sociology, as applied to medicine, 
be taught in our medical schools? Will 
men be trained in a specialty by the med- 
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ical schools before they begin to practice 
their speciality or will we become special- 
ists as now, by taking a course of lectures 
for a few.weeks in some medical center? 
These are a few of the questions that 
organized medicine will have to consider 
and settle. 

It is our opinion that there are leaders, 
in sufficient number, in our profession 
that can point a way and devise a plan 
that will be for the betterment of human- 
ity and the medical profession. Will we 
keep in step? What do you think? 

M. H. 


Session on In May of this year, we 


Tuberculosis believe, a forward step 
was taken when _ the 
American Medical Association at the 


urge of the Federation of American Sana- 
toria established, for the first time, a 
program in the Section on Miscellaneous 
Topics on the important subject, “Tuber- 
culosis.” 

It was our belief that this program, 
once started, would be continued and 
would grow in value as the years went 
on. It has now come to our attention, 
that there is a tendency on the part of 
some of the officials of the American 
Medical Association to discontinue this 
fine program which commanded such a 
splendid response at Kansas City. Surely 
tuberculosis is still a vital factor in the 
health program of every civilized com- 
munity in the world, and as such it is our 
belief that it should command a promi- 
nent place in the program of any national 
medical meeting. 

lf the physicians of this country desire 
to continue the program on tuberculosis 
as presented at the Kansas City meeting 
this year, we urge them to telegraph, 
write, or telephone Doctor Olin West, the 
Secretary and General Manager of the 
American Medical Association and let 
him know their feelings in the matter. 

We are informed that the Council on 
Scientific Assembly, which is charged 
with the duty of supervising preparations 
of the Official Program of the American 
Medical Association will meet in Decem- 
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ber. This matter will come before this 
Council for a decision. If you are interest. 
ed, act now, and please mail a copy of your 
communication to Dr. William Devitt, 
President of the Federation of American 
Sanatoria, Allenwood, Pennsylvania. 


C. M. H, 
Membership) 1937 membership 
Campaign campaign of the Federa- 


tion of American Sanato- 
ria will get under way during this month. 

Closely allied with a membership in 
the F. A. S. is the listing in the 1937 
Pneumothorax Directory which is com- 
piled annually by the Federation of 
American Sanatoria. 

Many physicians, who were eligible for 
a listing, were omitted from the 1936 
Pneumothorax Directory because their 
applications were not received in time 
to be published. 

The Membership Committee therefore 
urges you to fill in your application blank 
promptly and return to Dr. R. B. Homan, 
Jr., Secretary-Treasurer of the Federa- 
tion of American Sanatoria, P. O. Box 
1069, El Paso, Texas. 

Additional applications for member- 
ship and listing in the 1937 Pneumothorax 
Directory can be obtained by writing to 
the secretary-treasurer of the F. A. 8. or 
to any of the following members of the 
Membership Committee: 

Frank Walton Burge, M.D., Chairman, 

Philadelphia, Pa. 

Ralph C. Matson, M.D., Vice-Chairman, 

Portland, Oregon. 

Vitaly J. Alexandrov, M.D., Rutland, 

Mass. 

H. Frank Carman, M.D., Dallas, Texas. 
McLeod M. George, M. D., Denver, Colo. 
Chas. R. Gowen, M.D., Shrevesport, La. 
Edward W. Hayes, M.D., Monrovia, Calif. 
John N. Hayes, M.D., Saranac Lake, N. Y. 
Champneys H. Holmes, M.D., Atlanta, Ga. 
Jay A. Myers, M.D., Minneapolis, Minn. 
George T. Palmer, M.D., Springfield, Ill. 
Victor S. Randolph, M.D., Phoenix, Ariz. 
Benjamin A. Sheperd, M.D., Kalamazoo, 

Mich. 

F. W. B. 
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The 
Christmas 


Seal 


TUBERCULOSIS is definitely 
associated with the Christ- 
mas Seal and at this sea- 
son of the year the colorful 
seal is to be seen on envelopes, packages, 
and other mailing matter. 

Aside from the funds raised to assist 
in carrying on the educational propo- 
ganda against tuberculosis, the Christinas 
Seal is a reminder to the medical pro- 
fession at large that unknown fields in 
the diagnosis, treatment, and prevention 
of tubezculosis are yet to be conquered. 

That we have made progress, particular- 
ly in the decline in the death rate, is a 
recognized statistical fact; but that the 
incidence of tuberculosis is still large and 
that it is still the leading cause of death 
in the age groups of eighteen to thirty- 
five, should make every physician tuber- 
culosis minded. 

We urge the readers of DISEASES OF THE 
CHEST to support the Christmas Seal 
campaigns which are now in progress in 
their local communities. M. K. 


Statistical 
Committee 


DurinG the past month, 
the Statistical Committee 
of the Federation of Amer- 


ican Sanatoria has mailed question- 
naires to 681 tuberculosis sanatoria in 
the United States, Alaska, Hawaii, Phil- 
ippine Islands and Puerto Rico. 

The objects of the questionnaire sent 
out this year are to ascertain: 

(1) The facilities now existant in the 
sanatoria of the United States for the 
care of the tuberculous. 

(2) The need of new beds for the care 
of the tuberculous. 

(3) The number of patients resident 
at sanatoria who are receiving some form 
of collapse treatment. 

(4) The facilities for post-graduate 
training in the tuberculosis sanatoria of 
the United States. 

(5) The number of indigent patients 
hospitalized in the sanatoria of the 
United States. 

The last report of the Statistical Com- 
mittee was published in the August, 1936, 
issue of Diseases of the Chest. 
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This report when completed will be 
published in a subsequent issue of this 
journal. 

We urge the superintendents of the 
sanatoria to fill in and return the ques- 
tionnaires promptly in order to facilitate 
the work of the committee. E. W. HH. 
B.C.G. Nor unfavor- 
able criticism, there are still 
many who regard b. C. G. as being a 
most important step forward in the 
control of tuberculosis in the young. Its 
application at first was almost exclu- 
sively confined to France, where Weill- 
Halle and Turpin vaccinated vast num- 
bers of children. It would appear from 
their reports that these children had suc- 
cessfully resisted infection after five 
years residence in tuberculous environ- 
ments. 

At Lubeck, however, the experience 
with b. C. G. resulted in a ghastly tragedy. 
Three hundred infants were vaccinated 
according to the methods adapted by 
Calumet and seventy-five became severe- 
ly ill and died. Since that time this disas- 
ter has been discussed in most of the med- 
ical journals in the world. Recently there 
comes a report of an infant developing 
tuberculous meningitis as a result of vac- 
cination with the live bovine strain of 
tubercle bacillus. 

It would now seem that sufficient evi- 
dence has been accumulated to discour- 
age the further use of the B. C. G, After 
one has read all the literature on the sub- 
ject, it would seem that the only logical 
conclusion is that it is difficult to imagine 
any one using a vaccine so fraught with 
danger in attempting to obtain an end 
which repeated evidence indicates can- 
not be reached. Cc. M. H. 


Editors’ 
Association 


IN RESPONSE to a call for 
members issued by the 
Organization Committee of 
the Associated Editors of Tuberculosis 
Publications, letters bearing applications 
have come in from all parts of the United 
States. An enthusiastic note has been 
manifest in all of the applications M. kK, 
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Papworth and the After-Care 


Movement in England 


Iirst of all I should like 


DECEMBER 


such a small proportion of 


to express, on behalf of all ye the tuberculous that it can. 
SIR PENDRILL - 
of us, the regret which VARRIER-JONES, not be regarded as a solu. 
F.R.C.P. 


we all feel that Professor 
Bezancon is not with us 
to-day. His presence would have been an 
honour that we should have greatly ap- 
preciated; and we are very sorry indeed 
that circumstances have prevented him 
from coming. 

Next, on my own behalf, I should like 
to thank him for the very kind references 
to my work which are contained in his 
message. Such kindness, from such a 
source, is most encouraging. I can only 
hope that our After-Care Committee may 
in some measure repay his kindness by 
making a really valuable contribution to 
the work of the International Union. 

The longer I study the problems of 
after-care, the more convinced I become 
that the late Sir German Sims-Woodhead 
and I were right when, twenty-one years 
ago, we decided that treatment and after- 
care must be regarded as one and in- 
divisible. We did not take the view that 
treatment was the only thing that 
mattered: that the clinical picture was 
the whole of the picture: that all our 
energies should be devoted to x-ray photo- 
graphy, to sputum examinations, to path- 
ological and bacteriological investigations 
and so on. We were sure that our scheme 
would have to aim at treating the whole 
Ian or Woman, and not merely the dis- 
eased portion of that man or woman; and 
on that basis the village settlement scheme 
has built. That scheme has been 
praised, and it has also been criticised. 
Most of the earlier criticisms have been 
dropped, as experience falsified them. 
Only one, of any importance, remains. 
It is said that the village settlement 
scheme provides permanent after-care for 


been 


*A paper read at the Combined Session of the Inter- 
national After-Care Committee with the Tuberculosis 
Association at Cambridge on April 2, 1936. Reprinted 
from “Tubercle,” September, 1936. 
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Cambridge, England 


tion of the problem. I haye 
dealt with this criticism 
before, but it seems that I must deal with 
it again, for it is “an unconscionable time 
a-dying.” It is a perfect example of a false 
generalisation from misleading premisseg, 
Because Papworth has only given per. 
manent settlement to a small percentage 
of those admitted for medical treatment, 
it is assumed that the scheme is incapable 
of settling any more. This assumption is 
wrong, as a moment’s inquiry would dis- 
close. What limits this percentage is the 
very non-medical factor of finance. If we 
have not the money to build cottages, 
hotels and workshops, then obviously we 
cannot provide the benefits of permanent 
settlement. This criticism is_ therefore 
beside the point. Intended as a criticism 
of the scheme itself, it is seen to be simply 
a criticism of the scheme’s appeal depart- 
ment; or as [ see it, a devastating criticism 
of the almost criminal stupidity which 
allows the potentialities of the scheme to 
be perpetually limited not by its own 
merits or demerits but simply by the 
begging capacity of its officials. Last year 
our begging capacity improved, so we 
took on 47 new settlers. And at this mo 
ment, if anvone will provide me with the 
capital, I will take on another 50. That 
would upset all the old percentages, 
wouldn’t it? We should be settling not 
4 or 5 per cent but 40 or 50 per cent of 
our admissions. What happens to that 
criticism, therefore? May we hope that 
it will die at last? 

If I have seemed to dwell at length 
upon this point it is because it illustrates 
how deep-seated is the idea that while 
clinical treatment is important and 
worthy of State support, after-care is au 
unimportant frill which may with pre 
priety be left to private or public charity. 
If this viewpoint were changed, Local 
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Authorities and other public bodies would 
be as Willing to contribute towards the 
permanent settlement of their cases as 
they are to provide for their treatment. 
Then we might get some idea of the real 
potentialities of village settlements which 
at present we can only estimate; and we 
might also make some real progress. 

Our International After-Care Commit- 
tee will have justified its existence and 
rendered a considerable service to hu- 
manity if it can impress upon the world 
that so long as after-care remains the 
Cinderella of the tuberculosis schemes of 
the nations just so long will there be a 
tuberculosis problem. The world-wide neg- 
lect of after-care and the failure to ap- 
preciate that its importance is at least 
equal to that of the clinical measures from 
which it should be inseparable are the 
factors which are delaying the fall in the 
tuberculosis death-rate. 

Not long ago I read the following 
astounding statement: “One of the big 
problems all after-care workers are up 
against is that of the positive sputum case 
returning from sanatorium.” One would 
hardly imagine that such a case would 
be regarded as ripe for after-care; but if 
this be so, could there be a stronger justi- 
fication for the view that after-care ought 
to be regarded as an essential part of 
treatment? 

Of what does after-care, in this country, 
consist? It consists of a system of Care 
Committees, devoted bodies usually de- 
void of sufficient funds, struggling to 
induce employers to employ discharged 
Sinatorium patients, some of them no 
doubt positive sputum cases. When these 
efforts fail, as they so tragically often 
lo, what is left? Handicraft classes, extra 
nourishment and so on: nothing construe- 
tive, nothing permanent, only distractions 
and doles. There are handicraft classes 
in 15 London boroughs, and the average 
attendance at each class is 12, i.e. 180 
consumptives in all at a time; and vet 
this has heen described as “quite one of 
the most pleasing features of after-care 
work in London.” At Papworth, which is 
still smaller than London, we are employ- 
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ing nearly 230 consumptives permanently. 
The sales of the London handicraft classes 
provide, we are told, “acceptable pocket 
money for the workers.” At Papworth the 
sales of the industries produce over 
100,000 pounds a year, out of which the 
workers receive something more substan- 
tial than poeket money. 

I do not mention these figures in any 
boastful spirit, nor do I want to say any- 
thing which might for a moment be re- 
garded as criticism of the Care Commit- 
tees and their personnel. I know many 
members and secretaries of Care Com- 
mittees, and I am filled with admiration 
for their unceasing and unselfish efforts. 
They get many kicks and few halfpence; 
und my aim is to add, not to the kicks 
but to the halfpence. They are attempting 
a hopeless task. Their weapons are piti- 
ful. We do not expect bows and arrows 
to defeat tanks and machine guns; but 
we expect our Care Committees to per- 
form equally impossible feats, and then 
wonder why clinical treatment so often 
yields such disappointing results. 

The consumptive has one main object 
in life: to get well enough to work again. 
Until he can work again he is miserable, 
and even the excitement of a thoracic 
operation will not cheer him up indef- 
initely. Because he is anxious to work— 
not necessarily for work’s sake, but be- 
cause of the wages attached to it—he will 
get away from the sanatorium and our 
clinical treatment as soon as he can. 
Often, it seems, he gets away while still 
sputum positive. He then becomes an 
after-care proposition. So long as any- 
one will employ him he will avoid any sort 
of after-care; his job is the thing that 
counts. He knows that the tuberculosis 
organization ‘is mainly interested in him 
as a pathological specimen, and that his 
economic problems do not weigh upon the 
doctors. As his point of view is exactly 
the reverse we have a fatal dissonance, a 
clash of interests; and only when the 
disease has brought him low will he be- 
come a docile patient. And the moment 
he feels better off he goes and the silly’ 
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cycle revolves again until death steps in 
and applies the final brake. 

For more than twenty years now I have 
been pleading for recognition of these 
facts. I have said, time and again, that 
we are playing at after-care, that we are 
failing to look objectively at our schemes, 
that we are so fascinated by clinical fac- 
tors that we neglect vital economic fac- 
tors, that we do not in the least realise 
how our schemes look in the eyes of those 
for whose benefit we exist. We exist for 
the benefit of our patients. We are fail- 
ing them and stultifying ourselves, not 
hecause we are ignorant or incompetent, 
but because we are wearing blinkers of 
our own manufacture. We have laid bare 
the secrets of tuberculosis so thoroughly 
that the bacillus nowadays has no more 
privacy than a goldfish; but because of 
our medical blinkers we cannot see the 
non-medical elements which bring so much 
of our work and our knowledge to naught. 

The Times recently published a leading 
article about the distressed areas. It was 
written with considerable insight, and 
there is hardly a word in it which does 
not apply to the after-care problem. “One 
certain thing,” says the writer, “is that 
life without purpose is life without 
value....Those who only know the dis- 
tressed areas by report, and who have not 
seen them with the appreciative eve which 
looks below the surface, may be puzzled 
to understand why unemployment, ac- 
companied by a subsistence allowance, 
should be so burdensome. ...The explana- 
tion of the burdensomeness and bitterness 
of unemployment—of months and years 
of idleness—is in the sense of frustration 


Community Health Councils 

Dr W. W. Baugr, the Director of the 
Bureau of Health and Public Instruction 
of the American Medical Association, in 
his talk before the Colorado State Medi- 
cal Society at Glenwood Springs, Colo- 
rado, September 11, 1936; stressed the 
benefits to the medical profession of the 
Community Health Council idea. 

That the Community Health Council 
idea has appealed to medical societies is 
evident from the fact that in a survey 
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and helpless defeat. Life has lost its 
savour because it has lost its use. With 
the deprivation of independence there jg 
a snapping of the confidence which enab. 
les a man to look the whole world in the 
face, in debt to none.” 

Do we lack the appreciative eve? Do 
we fail to look below the surface? Do we 
realise that the homes of unemployed 
after-care cases are all of them distressed 
areas? In them, too, life has lost its 
savour because it has lost its use. Handi- 
crafts, extra nourishment, even beds and 
bedding supplied under the Tuberculosis 
Regulations of 1930, will not restore that 
savour. “Life without purpose is life with- 
out value.” Remember that, I beg you. 
Remember it when you give out sputum 
flasks at the dispensary, when you study 
x-ray photographs, when you compare 
blood sedimentation rates: for if you ean- 
not give your patient a purpose in life 
again, if vour efforts are destined to be 
brought to naught by the inadequacy of 
the after-care which is to follow your 
careful treatment, you are giving him 
nothing of value, you are doing nothing 
of value, you are wasting your time. 

If our International After-Care Com- 
mittee can first of all make these things 
clear, and then devise means whereby the 
lives of consumptives may be made use 
ful, purposeful and productive once more, 
then I think it will have done well and 
merited your commendation. In the mean- 
time I seek for it the indispensable benefit 
of your goodwill and your co-operation. 
[ hope it will justify vour confidence; I 
know it will try to deserve it ; and I know 
too that it cannot succeed without it. 


conducted by the Bureau of Health and 
Publie Instruction in 1933, Community 
Health Councils were found to exist in 
ninety-six out of two hundred medical so 
cieties which answered the questionnaire. 

This is one method of effecting a closer 
working relationship among the physi- 
cians, the public health officers and the 
social service agencies. 

It is important, however, that aggre’ 


sive members of the medical societies be - 


selected to serve on these councils. 
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THE CHEST 


A Synopsis of the Early Diagnosis and Treatment 


Of Pulmonary Tuberculosis 


So MUCH has been written 
regarding the diagnosis of pul- 
monary tuberculosis that it is 
with hesitancy that I approach 
this subject. 

Since its cure is dependent upon early 
diagnosis, any headway that may be made 
in the early diagnosis of clinical tuber- 
culosis will do much toward eradicating 
this disease, which at one time was first 
among the primary causes of death. 

Because of the dissemination of know- 
ledge concerning the symptoms of tuber- 
culosis, laymen are coming to physicians 
nore promptly upon the appearance of 
symptoms than they formerly did. In 
most instances, patients showing the early 
signs of tuberculosis present sufficient 
lata for diagnosis to be made by any man 
who has been well trained in medicine, 
ifonly he will carefully study and exam- 
ine his patient. It has been stated by Pot- 
tenger that 80 per cent of cases as they 
present themselves could be diagnosed by 
careful study of the history alone. 

There is one point, however, which 
should be emphasized in dealing with 
dinical pictures suspicious of tubereulo- 
sis where no definite symptoms or signs 
are evident, namely, that there are many 
hidden and inaccessible structures which 
may show the lesion. Contrary to the 
teachings of the past, clinical tubereu- 
losis may make its first appearance in 
iny part of the lung—the apex, the base 
ir anywhere between. Reinoculations are 
in most instances responsible for the 
thronie forms of the disease, though there 
may be cases where there is an uninter- 
rupted progression from the time of in- 
fection to the cropping out of symptoms. 

While there is no tuberculosis without 
tubercle bacilli, these cannot do harm 
inless one is predisposed to the disease. 
Naegli in 1900 published a report of five 
hundred autopsies. Seventy-one per cent 
showed pathological changes due to tu- 
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berculosis. Among individuals 
under eighteen, only twenty- 
five per cent showed lesions, 
but in persons above eighteen 
years of age, the proportion that showed 


-traces of infection reached 98 per cent. 


Other pathologists have since confirmed 
Naegli’s findings. It is rare to find an 
adult who does not show some skin re- 
action to tuberculin, irrespective of his 
economic or social status. While it is 
known that where there is poverty, tuber- 
culosis is more often found, it must not 
be assumed that it is confined to those 
of the poorer class. An investigation of 
the number of patients in private sana- 
toria who can pay more than $50.00 per 
week for treatment is convincing. The 
nature of predisposition is a complex af- 
fair, and may be due to physiological and 
anatomical factors, but it is most certain 
that environment, a wrong living plan, 
whether adopted by the poor or rich, plays 
the greatest role. 

The patient is interested in the results 
of tuberculous infection and in determin- 
ing whether any special line of treatment 
is necessary to improve his health. This 
information can be given only after a 
careful inquiry into the patient’s history 
and symptoms and after a consideration 
of the physical signs elicited by an exam- 
ination of his chest and other parts of 
his body, with routine laboratory exam- 
inations, and the x-ray when necessary 
and available. A hasty diagnosis of a sus- 
pected lesion is as hazardous as failure 
to recognize active disease, 

There is no active tuberculosis without 
constitutional symptoms. Pottenger has 
classified the symptoms of tuberculosis 
into three groups: (1) Those due to 
toxemia (malaise, lack of endurance, lack 
of strength, nerve instability, diminished 
digestive activity, increased metabolic 
‘ate, loss of weight, tachycardia, night 
sweats, fever, leukocytosis); (2) Reflex 


ll 
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causes (hoarseness, tickling in larynx, 
cough, digestive disturbances, loss of 


weight, chest and shoulder pains, flushing 
of face); and (3) Those due to the pro- 
cess per se (hemoptysis, sputum, frequent 
and protracted “colds”, and pleurisy). 
It is evident that, if there are multiple 
symptoms from the toxemia, a rather ex- 
tensive or virulent early process exists. 
Symptoms from reflex causes and the 


process per se may occur in an early or: 


a late process. From all symptoms men- 
tioned in general, lack of endurance, loss 
of weight, nerve instability, lack of ap- 
petite, rapid pulse, and fever are the most 
constant manifestations, These are the 
physiological effects of tuberculin when 
injected, 

The signs of early tuberculosis are not 
those of consolidation or increased den- 
sity, but of irritation and toxemia. Cabot 
says, “In the earlier stages of incipient 
tuberculosis there may be no recognizable 
physical signs. The earliest physical signs 
are fine crackling rales.” 

The expiration is usually prolonged. 
If the numerous foci of miliary tubereu- 
losis cannot be discovered in their early 
by auscultation, percussion, or 
radiography, it is not logical to believe 
that it is possible to detect the incipient 
lesion by auscultation and percussion be- 
fore granular breathing or rales have 
made their appearance. 

Inspection may lead to a strong sus- 
picion of 


sta cac 
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tuberculosis, but an opinion 
should never be given after simply looking 
at a patient, for many who appear strong 
are suffering from tuberculosis. A dilated 
pupil, flushed cheeks, lagging or limited 
movement of one side of the thorax, un- 
ilateral atrophy of breasts or muscles of 
the thorax, axillary sweating, displaced 
upex heart beat, supra and infra-clavicu- 
lar depressions, drooping shoulder, prom- 
inent seapula, deformity of the spine, 
curved finger nails, and clubbing of 
fingers must be observed, but the absence 
of all these is not conclusive proof of the 
absence of tuberculosis. Palpation may 
detect rigidity of the muscles of the neck 
and thorax, apex impulse of heart, thrill, 
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or increase and decrease in tactile freyj. 
tus, enlarged cervical, sup ‘a-Claviculap 
and axillary glands. In percussion a light 
stroke should first be used, beginning at 
the base of one side and percussing up- 
ward to detect small degrees of variation 
from the normal pitch. The interspaces 
of the two sides should be compared, bear. 
ing in mind the normal anatomical dif. 
ferences in the note. Resistance offered 
to the pleximeter finger is often of more 
value than an attempt to hear an impaired 
note. The axilla should never be omitted. 
It must he remembered that hyperreso. 
nance is often present over extensiye 
pathology. 

As in percussion, auscultation should 
hegin at the pulmonary bases and go Up- 
ward. With quiet breathing, variations 
from the normal should be noted, con- 
paring the two sides. Feebleness or rough. 
ness of respiratory murmur, granolar 
breathing, rales, pleural friction, prolon- 
gation of expiration, tubular breathing, 
cardio-respiratory murmur, should be 
charted with the blood pressure reading 
and the character of heart sounds. 

Kach patient should be taught how to 
expire and cough and, if rales were pre 
sent with breathing before cough, it 
should be noted whether they disappear 
or are provoked by cough. Rales whieh 
disappear during examination are usual: 
ly of no significance. To be of significance, 
rales must be strictly localized over a 
limited area and must be persistent but, 
when present, whether basal or apical, 
their existence should be explained. In 
minimal cases, not over one per cent show 
rales except after cough. In moderately 
advanced cases from fifty per cent t 
seventy-five per cent, and in far advanced 
cases from forty per cent to fifty per cent 
show rales only after cough. Therefore 
the value of expiratory cough in diag 
nosis cannot be over-estimated. 

Laboratory examination of the sputull, 
using concentrating methods, is of ‘ine 
timable value. However, in the average 
sanatorium where repeated examination 
are made, tubercle bacilli are not found iB 
more than sixty per cent of the cases (fat 
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advanced, moderately advanced, and mini- 
nal). Routine blood examination may 
show a mild leukocytosis or a. leukopenia 
sith diminished hemoglobin and often 
vlative increase of lymphocytes. 

Max Pinner has isolated fifteen strains 
of chromogenic acid-fast bacilli from var- 
ious human material. These organisms, 
however, are not transferable through 
gries in animals and on the basis of this 
they are grouped as saprophytic acid-fast 
jacilli. Their occurence frequent 
enough to constitute a warning in diag- 
nostic procedures, 

Even where pulmonary lesions are def- 
inite, radiography by a skilled radiologist 
in conjunction with a thorough clinical 
axamination will give a much more com- 
prehensive and compiete idea of the case, 
both as to diagnosis and prognosis, than 
physical examination 


is possible from 
alone. 

If the implantation of small numbers 
of bacilli are repeated sufficiently often, 
quantities of tuberculous protein suf- 
ficiently large to stimulate the immunity 
mechanism may be set free and cause an 
allergic reaction in an area of tissue such 
is to Cause a varying degree of exudation 
that may quickly clear when the patient’s 
resistance is raised. This reaction is often 
confusing, but since our patients do not 
now require us to make an early diag- 
hosis by one examination alone, often two 
or three weeks rest will clear up an aller- 
gic state. It stands to reason that the 
nild reaction may be wholly missed by 
the x-ray when the ordinary technique is 
wed; while the severe reaction has in it 
the elements which will cast definite 
shadows on the plate. 

We can only assign the proper value to 
the x-ray diagnosis by knowing first what 
thanges in the lung constitute activity 
ind second whether or not these changes 
will cast shadows on the x-ray film. Many 
sions which should intercept the rays 
sufficiently to cast a shadow were they 
hear the plate will not do so if they are 
hear the tube. 

Negative tuberculin reaction may mean 
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no previous infection, a healed lesion, or 
a so-called depressed allergy at the time. 

The treatment of tuberculosis consists 
primarily of rest, both mental and physi- 
cal; a well balanced diet with full eal- 
cium and vitamin content; and, last of 
all, a stimulating atmosphere. 

It is necessary to treat the man, not 
the disease. The physician knows that 
hopes, fears, sorrows, and joys are more 
potent forces than powder and pills. 

Institutional training for a period of 
time is most desirable, primarily, because 
the patient carries out a regime not by 
himself but with others, and hope and 
encouragement tend to hasten recovery. 

Surgical treatment of pulmonary tu- 
berculosis is generally considered to in- 
clude all forms of mechanical collapse with 
the exception of that produced by pneu- 
mothorax therapy. It comprises extra- 
pleural thoracoplasty, paralysis of the 
diaphragm, drainage of tuberculous cay- 
ities with secondary plastics, and various 
combinations of these methods including 
that with penumothorax. 

None of the various surgical proce- 
dures can be said to be standardized 
with respect to their technical aspects. 
Total posterior extra- pleural thoraco- 
plasty (Sauerbruch or Brauer) as _per- 
formed in different clinics, varies con- 
siderably as to length of ribs resected. 
Most thoracic surgeons perform it in two 
stages, some in one and some in three. 
Some begin from below, others from 
above. In recent years, partial posterior 
thoracoplasty involving resection of re- 
latively long segments of 7 ribs only, or 
subtotal resection of the upper three, 
four, or five is finding increasing favor 
for certain indications. Supplementary 
resection of the anterolateral segments is 
performed to increase the collapse of both 
the total and partial posterior resection. 

The principal of pneumothorax is rest 
of the affected part. It is much easier, 
however, to determine when a pneumo- 
thorax is indicated than when to discon- 
tinue 


its use. While there is 14 times as 
(Continued to page 30) 


Pulmonary Atelectasis In 
Tuberculosis 


or multilobar atelec- 
tasis is probably a frequent oc- 
currence in tuberculosis. Many 
of the cases observed at the 
Bronchoscopic Clinic were of long stand- 
ing and at first were considered as cases 
of pulmonary fibrosis with or without 
complicating bronchiectasis. While one 
cannot be certain concerning the develop- 
ment of the pathological changes in these 
cases, it seems reasonable to assume that 
obstruction of a bronchus with atelectasis 
occurred first and that the fibrotic 
changes were secondary. Owing to the 
irreparable lung damage that results from 
long continued bronchial obstruction, it 
would seem desirable to recognize the con- 
dition promptly and institute appropri- 
ate measures, either to remove the obstruc- 
tion thus relieving the atelectasis, or at 
least to minimize the resulting lung 
damage. Atelectasis is dependant upon 
complete obstruction of a bronchus with 
absorption of the contained air beyond 
the point of occlusion and decrease in 
the volume of the lung. 


Etiology. 


Complete obstruction of a_ bronchus 
may be produced by caseous material, 
blood clot during hemoptysis, thick in- 
spissated bronchial secretion, or granu- 
lation tissue; it may occur as a compres- 
sion stenosis due to massive lymphadeni- 
tis. The bronchoscopic investigation of 
cases of pulmonary atelectasis has demon- 
strated conclusively that obstruction of 
a bronchus existed. It has also been 
demonstrated that bronchoscopic removal 
of the obstruction in recent cases has re- 
sulted in prompt reexpansion of the in- 
volved lobe or lobes of the lung. Coryllos 
has shown that obstruction of a bronchus 
draining a tuberculous cavity will be 
followed by gradual absorption. of the 
contained air with shrinking and disap- 


*Bronchoscopic Clinic, Jefferson Hospital. 


14 


DISEASES OF THE CHEST 


BY 
LOUIS H. CLERF, M.D.* 
Philadelphia, Pa. 


DECEMBER 


pearance of the cavity. The 
mechanism involved is identi. 
cal with that observed in lobar 
or massive atelectasis. 


Diagnosis. 


A differential diagnosis between atelee. 
tasis and fibrosis cannot always be made. 
Atelectasis develops promptly and yill 
clear up if the obstruction to the bronchus 
is removed. Fibrosis develops slowly and 
having developed cannot disappear. The 
occurrence of limitation of expansion, of 
impaired resonance, and of distant or 
absent breath sounds over an area cor 
responding to a lobe with displacement 
of the mediastinal contents and elevation 
of the diaphragm on the involved side 
should indicate atelectasis, the result of 
bronchial obstruction. Its development in 
the tuberculous patient is not associated 
with the alarming symptoms so common 
ly observed in the case of post-operative 
atelectasis. In a case of long standing 
atelectasis there usually is extensive fi 
brosis since it has been shown that ische- 
mia and anoxemia of the tissues favors 
a rapid production of fibrous tissue. A 
lobar distribution would favor the opinion 
that atelectasis had developed first. The 
demonstration by direct examination of 
an obstruction to a lobar bronchus would 
be conclusive evidence. The roentgen find 
ings of diminished lung volume, elevation 
of the diaphragm on the affected side, and 
displacement of the mediastinal struc 
tures to the involved side are important, 
particularly if these are of recent origit. 

Treatment is dependant upon the cause 
of the obstruction and the duration of 
the atelectasis. Bronchoscopic examin 
tion is necessary not only to determine 
the character of the obstruction, but also 
to ascertain if it can be relieved. The 
obstruction produced by a blood clot cal 
be promptly removed bronchoscopically 
with little likelihood of its recurrence 
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Thick, inspissated secretions may be re- 
moved by aspiration, but reaccumulation 
js probable if suppuration is present and 
drainage is inadequate. Compressive or 
cicatricial stenosis of a bronchus would 
greatly increase this tendency. The em- 
ployment of cough sedatives may be a 
predisposing factor. The obstruction pro- 
duced by intrusion of a caseous lymph- 
node into a bronchus can be relieved bron- 
choscopically if the condition is not of 
long standing and the peribronchial cica- 
tricial changes are not excessive. This was 
successfully done in the case of a child, 
aged seven years. A diagnosis of obstruc- 
tive atelectasis of the lower lobe of the 
right lung had been made. A foreign body 
was suspected. The duration was indef- 
inite, but it was believed to be about three 
or four weeks. At bronchoscopy, a large 
mass of necrotic material and tissue was 
removed from the right lower lobe bron- 
chus. A portion of the inner wall of the 
bronchus had been destroyed. The tissue 
removed was diagnosed as tuberculous 
lymphadenitis. Roentgen films made 
about one year later showed that the low- 
er lobe had re-expanded. 

Granulation tissue may be very trouble- 
some because of its prompt recurrence 
and the cicatricial changes which often 
develop when healing occurs. Mechanical 
removal may suffice; in the persistent 
case cauterization may necessary. 
Stricture and scars can be dilated. 

The view previously held that bron- 
choscopy is absolutely contraindicated in 
pulmonary tuberculosis is no longer 
tenable. The employment of bronchoscopy 
is aiding the phthisiologist and the tho- 
racic surgeon in explaining the develop- 
ment of certain obscure symptoms, phy- 
sical signs, and postoperative complica- 
tions. A general contraindication to bron- 
choscopy in tuberculosis is admissable 
only if there are no indications. 

The following case report is of interest : 
A man, aged 25 years, who had been com- 
plaining of cough with occasional blood- 
streaked sputum was observed forty-eight 
hours after he had a moderate pulmonary 
hemorrhage. Bed rest and sedatives in 
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sufficient quantity to control the cough 
had been employed. A roentgen study of 
the chest made before admission to the 
Bronchoscopie Clinic exhibited a uniform 
density of the entire left chest with dis- 
placement of the heart and mediastinal 
contents to the left. These findings were 
corroborated by physical examination and 
a diagnosis of obstructive atelectasis was 
made. At bronchoscopy performed under 
local anesthesia the left bronchus was 
found completely occluded by blood clots. 
These were removed. Within twenty-four 
hours there was noted a return of the 
heart to its normal position with re- 
expansion of the left lung. Subsequent 
roentgen studies showed several small 
cavities in the upper portion of the upper 
lobe of the left lung together with numer- 
ous independent tubercles throughout the 
lobe. The right lung appeared normal. A 
diagnosis of tuberculosis was made. 


Comment. 


Pulmonary tuberculosis had not been 
previously recognized. With the occur: 
rence of hemorrhage, abolition of the 
cough reflex by sedatives permitted blood 
to accumulate and clot in the left bron- 
chus with the development of bronchial 
obstruction, atelectasis of the left lung, 
and arrest of the hemorrhage. One can 
only speculate regarding the outcome of 
this case if the blood clot had not been - 
removed. Would the tuberculous process 
have been favorably influenced by the 
anoxemia resulting from bronchial ob- 
struction? Would the obstruction to 
drainage with retention of secretion have 
tended to produce suppuration? In my 
opinion, the patient’s interests were best 
served by removing the obstruction bron- 
choscopically and allowing the lung to 
reinflate. 

In conclusion, I believe that pulmonary 
atelectasis, occurring as a complication 
of tuberculosis, should be diagnosed 
promptly and investigated bronchoscopic- 
ally so that appropriate treatment may 
be instituted. 
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Analysis of One Hundred 


Sanatorium Cases 


Docrors have long realized 
that there is a serious loss of 
time in the early treatment of 
pulmonary tuberculosis. Sta- 
tistics of a sanatorium in 


years, show that fifty-five per cent of the 
cases were entering under the classifica- 
tion of far advanced, La Vina Sanatorium, 
of which I am now medical director, has 
admitted over sixty per cent of the cases 
under the above-mentioned classification. 
An analysis of one hundred cases has been 
made by means of a questionnaire sub- 
mitted to the patients in an effort to de- 
termine why this large percentage of cases 
was far advanced before beginning treat- 
ment. 

We feel that there were various reasons 
for this. First, the patient did not con- 
sult the physician until a late stage on ac- 
count of the insidious onset of the disease. 
Second, when a diagnosis of tuberculosis 
was made, the patient refused to accept 
it, and continued on from one physician 
to another. The following analysis, I be- 
lieve, will show where the trouble lies. 
By a correlation of the symptoms com- 
plained of we hope to present conclusions 
which will be of material benefit. 

Our questionnaire asked first, “What 
were the first symptoms noted?” We re- 
ceived the following answers: 


Fatigue, tiredness 
25% 
Loss of Weight ~----- 14% 
Loss of appetite ~~~ T% 
Hemorrhage T% 
Severe Cold T% 
4% 
Night Sweats ~------ 4% 
3% 


These are the symptoms that should 
always be kept in mind when patients 
call. 

The symptom of fatigue or tiredness 
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in 25 per cent of the cases is, 
I feel, quite correct. The symp. 
tom of cough in 25 per cent 
would seem rather high since 
often times the case is far advanced be. 
fore cough is noted. Correct diagnosis 
should have been made before the patient 
reached the stage of severe cough and 
expectoration. The cases in which hemor. 
rhage was the first symptom again should 
tell us that these 7 per cent are no longer 
early cases. Hemorrhage, of course, is a 
very important symptom, since these 
cases night have progressed much farther 
before consulting a physician, if the 
hemorrhage had not occurred. The “severe 
cold” shows the incidence of tuberculosis 
following colds and influenza. 

Only 4 per cent of these questionnaires 
gave pleurisy as the first symptom. This 
figure may be entirely too low. It should 
be kept in mind that repeated attacks of 
so-called “dry pleurisy” or pleurisy pains, 
are indicative of tuberculosis. Particular- 
ly pleurisy with effusion should be 
watched closely for several years. My 
experience is that 25 per cent of the cases 
having pleurisy with effusion show clini- 
cal pulmonary tuberculosis in five years, 
another 25 per cent in ten years, and an 
additional 25 per cent in fifteen years, 
making 75 per cent of these cases which 
develop clinical tuberculosis in fifteen 
years. The 4 per cent who noted hoarse- 


ness might be placed in an advanced stage . 


with an involvement of the cords, but 
in my experience, many of these cases 
show a sympathetic involvement of the 
cords without actual destruction. The 4 
per cent complaining of night sweats 
should be classed as advanced cases, oF 
else very toxic cases with rapid develop- 
ment. Another condition which was not 
mentioned in this cross-section, which is 
of particular significance and in which 
the first condition should be studied care 
fully, is rectal fistulas and abscesses. Be 
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fore operations the first condition should 
be thoroughly gone into, for some autho- 
rities report tuberculosis present in 90 
per cent of these conditions. 

As our second question, we asked, “Was 
a history taken?” The answers of 80 per 
cent show that a history was taken, leav- 
ing 20 per cent with none. We believe that 
there is no disease in which history is as 
important as in tuberculosis. The ages of 
the majority of the cases reporting to us 
are from eighteen to thirty-eight. Oft- 
times the history will show a series of 
illnesses leading from childhood to adult 
age With exacerbations and improvements, 
with frequent colds, pneumonias, influen- 
mas, or a Winter illness undiagnosed, 
Sometimes as high as 75 per cent of the 
cases Can be diagnosed from history alone. 
It should be remembered that the belief 
is still predominant that adult tubercu- 
losis is a result of childhood infection. 
There is an adage that “Adult tuberculo- 
sis is the last verse of a song sung at the 
cradle.’ With this belief in mind, the 
question of contacts should be carefully 
investigated so that the history may give 
a bird’s eye view of the health of the 
patient through childhood and up to the 
present time. 

Chest examinations were made in 95 
per cent of the cases, leaving 5 per cent 
that depended on x-ray alone. The diag- 
nosis of tuberculosis and its activities 
should not be made solely from the x-ray. 
Neither should the roentgenologist state, 
or be asked to state, whether or not a 
given case is active. The activity should 
be based on clinical symptoms and pro- 
gress. 

Sputum tests were made in 8) per cent 
of the cases. | regret that sputum tests 
Were made so often. Should the case show 
a positive sputum test the diagnosis is 
complete, but too often a negative spu- 
tum masks the diagnosis and valuable 
time is lost. In other words, a negative 
sputum means nothing, for instances have 
heen recorded in sanatorium and hospital 
practice in which clinical symptoms and 
X-ray pointed positively to pulmonary 
tuberculosis, though positive sputum was 


DISEASES OF THE CHEST 


not found until after eighty-five consecu- 
tive specimens had been examined. 
X-rays were made in 65 per cent of the 
cases. It is my opinion that where it is 
at all possible, x-ray should be used in 
100 per cent of the cases, not primarily 
for diagnostic purposes, but for a confir- 
mation of the diagnosis. A good x-ray, 
properly read, is of untold value, not only 
for this confirmation but also for con- 
vincing the patients. Often telling them 
that they have an involvement or “rales 
in the chest” is not sufficient to convince 
them, but pointing out the various shad- 
ows and markings caused by tubercu- 
losis is most convincing. Cavities can be 
shown, and at the same time areas which, 
from the interpretation, have an appear- 
ance of developing cavities, are so impres- 
sive that the patient will begin treatment 
much sooner. In my opinion, too often 
in pathological conditions of the lungs an 
attempt is made to diagnose from fluoro- 
scopic examination alone, and as a re- 
sult of this cases are often undiagnosed. 
Close pathological conditions can, of 
course, be seen in the fluoroscope; expan- 
sion and diaphragmatic movement can be 
determined. But an attempt to interpret 
the finer markings should not be attempt- 
ed by even the expert roentgenologist 
using the x-ray daily, much less by the 
man who is using it occasionally. 1 also 
feel that an explanation of the area in- 
volved and, so far as possible, the process 
of healing, should be given the patients 
for their best co-operation in treatment. 
The next question was, “Did you con- 
sult your family physician or a specialist 
first?” The answers were as follows: 


Family physician 
Specialist 

5% 
Chiropractor 


The fact that 75 per cent of these con- 
sulted their family physicians first shows 
the confidence of our people in their 
family physicians. Although this is called 
an age of specialists, only 15 per cent 
consulted specialists in diseases of the 
chest first. Five per cent consulted a clinic 
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and 5 per cent a chiropractor. But that 
7 per cent still having the utmost con- 
fidence and trust in their family physician 
must not be betrayed, and the burden of 
proof of the diagnosis of tuberculosis still 
rests with the family physician. 
Considering that there are 980,000 cases 
of tuberculosis in the United States and 
also that there are 98,000 deaths annual- 
lv from tuberculosis, it is my opinion 
that insufficient training is given in the 
medical colleges on this subject. Consider- 


ing also that it is the most expensive 
disease that we have economically, and 
that it strikes.at a time in young adult 
life when the incidents and results of 
sickness are most unfortunate—during 
the period of home making and reprodue- 
tion-— extremely thorough courses of 
training should be given. 

In reply to the question, “How soon 
after symptoms did you consult your 
physician?” the answers were as follows: 


Immediately 
1 to 3 weeks 
1 to 6 months _______18% 


[t must be remembered that while the 
symptoms mentioned above were the first 


noted, the disease might have progressed 
several months before heed was given to 
them. With 45 per cent reporting im- 
mediately and 387 per cent in 1 to 5 weeks, 
a total of 82 per cent reported from im- 
mediately to 3 weeks, and only 18 per cent 
reported up to 6 months. Thus the greater 


proportion of these cases reported very 
“arly. 


The answers to the next question, “How 
many physicians were consulted before a 
correct diagnosis was made?” are very 
interesting and a challenge to thorough 
and correct diagnosis. 


One physician 30% 
35% 
20% 
10% 


Only 30 per cent were diagnosed at the 
first examination or series of examina- 
tions. An additional 35 per cent visited 
18 
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the second physician before a diagnosis 
was made. The lapse of time varies jp 
these instances, but much valuable time 
was lost, frequently because of differences 
and disputes as to the pathology. Twenty 
per cent visited a third physician. These 
might well be those cases in which these 
was a difference of opinion between the 
first two. Ten per cent of the patients 
went on to the hands of a fourth physi- 
cian and 5 per cent to the fifth. 

“How long after the first visit until 
correct diagnosis was made?” The 
answers to this question vary greatly. In 
the case of a patient who visited four 
physicians, four years elapsed before a 
correct diagnosis was made. In another, 
in which four physicians were consulted, 
it was ten years before a definite decision 
was finally reported. This is the most 
outstanding and possibly most inexcus- 
able, of all the cases, since it should have 
been diagnosed correctly from the first. 
The patient’s daughter had had pulmo- 
nary tuberculosis and she had cared for 
her three years. This fact should have 
been brought out in the first history, and 
from the symptoms presented—plus the 
direct contact of nursing her daughter— 
her case should have been quickly diag: 
nosed. The other cases vary from im- 
mediate diagnosis to 2 or 3 months, with 
aun average of 2 months. 

The educational work carried on by the 
National Tuberculosis Association, by the 
different state associations, and by all 
other organizations in their fight against 
tuberculosis, has educated our people to 
the point where they desire an early diag: 
nosis. 

The fact remains, however, that while 
7) per cent of these cases have gone to 
their family physicians, the latter is 
often placed in a very embarrassing post 
tion when the family are not inclined to 
believe his statement. Throughout the 
country the idea has long been prevalent 
that tuberculosis is a disease of the poor 
only and is a stigma to the family. This 
ignorance is rapidly disappearing. May 
I suggest that, if from the carefully taken 
history, from chest examination, and pos 
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sibly from the x-ray, a diagnosis cannot 
be made by the family physician, the case 
should then be referred to one who is a 
specialist in this work in fairness both 
to the patient and to the physician. 

It is impossible in this time of hurry 
and economic instability for the general 
practitioner to give the time necessary 
for complete and thorough examination, 
and for familiarizing himself thoroughly 
with all of the details of all the diseases 
and conditions that he is required to diag- 
nose and treat. 

The correct diagnosis by the family 
physician and the specialist, to whom he 
refers his cases is the best method by 
which the family physician may retain 
the patient and the confidence of the 
patient’s family. Where there is any ques- 
tion or doubt, it is much better to refer 
the case to a specialist than to allow it 
to drift on undiagnosed. 

The loss of time while diagnoses are 
being made is, in the majority of instan- 
ces, the most valuable time in treatment. 
Earlier dagnosis and earlier treatment is 
still the best road to shortness of cure and 
minimum economic disaster. 


Treatment. 


Sanatorium treatment has solved the 
question of treatment in pulmonary tu- 
berculosis, and from its inception in the 
United States the death rate has rapidly 
dropped from 200 to 68 per 100,000 popu- 
lation. The improvement in sanatorium 
treatment during the past few years has 
made a wonderful advance through sur- 
gical aids. Sanatorium treatment by rest 


Obituary 


Henry Farnum Stoll 
Hartford, Connecticut. 

Iv IS WITH a feeling of deep regret that 
we inform the members of the Federation 
of American Sanatoria and the friends of 
Henry Farnum Stoll of his death at 
Hartford, Connecticut on September 28, 
1936. 

fe was born in 1878 and he was grad- 
uated from the Medical School of Colum- 
bia University in 1902. 
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and dietary measures, fresh air, ete., is 
insufficient and a failure unless all aeces- 
sory methods are also used. While many 
cases will heal on rest alone, many cavities 
will be closed only by surgical aids, and 
no case can be pathologically well as long 
as cavities remain. Pneumothorax, phre- 
nic exaresis, pneumolysis, thorocoplasty, 
rib removal, and other surgical aids must 
be used to make our treatment most sue- 
cessful. As diagnosis should not be made 
on one symptom alone but on a correla- 
tion of all of the symptoms, plus x-ray 
and laboratory findings, so treatment 
should be based on rest and a correlation 
of all of the improved methods of treat- 
ment, 
Hlome Treatment. 


Home treatment may be successful in 
a certain percentage of the cases, but too 
often the art of resting both physically 
and mentally is not learned in the home. 
Neither can the accessory treatment be 
carried on outside of a sanatorium or 
hospital, where frequent fluoroscopic and 
X-ray examinations can be made in addi- 
tion to the regular stethoscopic examina- 
tion. It is my opinion that in all cases be- 
fore home treatment is folldwed, the 
patients should first be trained jin a sana- 
torium in rest regime and prophylaxis. 

The treatment of tuberculosis, either 
in the sanatorium or home, is not “group” 
treatment, but individual treatment where 
the best results are obtained by the best 
treatment with the shortest convalescence, 
avoiding contagion in the home, and ever 
remembering that tuberculosis is prevent- 
able and curable. 


Reading time of papers — 5 to 15 minutes. 


Removal Notice 


Dr. JOHN H. Peck formerly of Des 
Moines, Lowa, has accepted the position 
of Superintendent and Medical Director 
of the lowa State Sanatorium, Oakdale, 
Iowa, effective, November 1, 1936. 

The members of the Federation of 
American Sanatoria extend their best 
wishes to Doctor Peck for a successful 
administration in this new venture. 
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Socialized Medicine As It Affects 


The Private Sanatoria 


WITHIN recent years, and 
particularly since the upheaval 
of the great depression, we 
have heard and read much dis- 
cussion of socialized medicine—pro and 
con. We are told on the one hand that the 
present system of private medicine is a 
failure, and, on the other, that the system 
of medicine that has, within recent vears, 
increased the average span of human life 
from 35 vears to 60 years must be a sue- 
cessful one. 

Whether the United States government 
is going to follow the lead of certain 
Luropean countries and add to its govern- 
mental duties the medical care of all of 
its people, through health insurance or 
some other tax-raising measure, is a 
matter for the future to decide. It is not 
my intention to enter into a profound or 
prolonged discourse on the attitude of the 
medical profession on this subject. That 
attitude is now well known and anything 
that might be said would be mere repe- 
tition. 

I shall confine my remarks to tubereu- 
losis hospitalization and more particular- 
ly to governmental hospitalization of the 
tuberculous, with its effects on the private 
sunatoria of this country. My contention 
is that the government is now in direct 
competition with private sanatoria. Let 
us See, 

The recent Survey of Tuberculosis Hos- 
pitals and Sanatoria in the United States, 
by the Council of Medical Education and 
Hospitals of the A. M. A. reveals that 
there are 17,666 beds for tuberculosis in 
privately owned sanatoriums, hospitals, 
and preventoriums, and 77,532 beds in 
government or so-called public institu- 
tions. In the same report we find that 
private institutions planned to build 
{87 new beds, while public institutions 
planned to increase their capacity by 
6,124 beds during the year 1935. Thus we 
deduce that the hospitalization of tuber- 
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R. B. HOMAN, JR., M.D. 
El Paso, Texas 


culosis is now at least 80 per 
cent in the hands of the govern- 
ment, 

From figures obtained from 
the National Tuberculosis Association 
dealing with sanatoriums of more than 
25 beds, and excluding hospitals, etc. with 
tuberculosis beds, we have compiled 
charts which indicate the trend of sana- 
torium building from 1904 to 1934. These 
charts reveal several interesting figures. 
In 1904 there were 59 private sanatoria, 
with 3,903 beds, and 19 public institu- 
tions, with 2,859 beds. Thirty vears later 
private sanatoria numbered 196, private 
beds 17,892 (an increase of 137 sanatoria 
and 13,989 beds), while public sanatoria 
numbered 382, public beds 67,583 (an in- 
crease of 363 sanatoria and 64,724 beds). 
This begins to indicate that the govern- 
ment is in the sanatorium business. 


Number of Private Sanatoria 
1904 - 1934 


Operated 
for profit Philanthropic 
14 45 
49 93 
59 120 
57 137 
62 134 


CHART NO. 1 
Number of Beds in Private Sanatoria 
1904 - 1934 


Operated 
for profit Philanthropic Total 
578 3,325 3,903 
2,105 6,793 8,898 
3,627 10,310 13,937 
3,683 13,772 17,445 
4,186 13,706 17,892 


CHART NO. 2 
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Number of Public Sanatoria 
1904 - 1934 
Federal State County Municipal Total 
3 4 + 8 19 
10 27 18 34 89 
40 57 146 53 296 
44 65 191 59 359 
55 69 201 57 382 


CHART NO. 3 


Number of Beds in Public Sanatoria 


1904 - 


State 
510 


4,256 
11,322 
15,752 
18,211 


1934 
County Municipal Total 
709 1,015 2,859 
1387 4,264 11,146 
12,119 9,702 45,296 
21,739 12,176 60,887 
24,996 13,069 67,583 


Federal 
625 


1,239 
12,153 
11,220 
11,307 


CHART NO. 4 


Figures from 1923 to 1934 tell a much 
more conclusive story. During these 
eleven years private sanatoria operated 
for profit increased three in number (bed 
increase Was 559); private philanthropic 
institutions increased 14 in number (bed 
increase was 3,396). In this same period 
the government added 86) tuberculosis 
sanatoria and 22,289 beds. In other words 
private investment in private sanatoria 
practically ceased after 1923, while the 
government spent large sums of money to 
increase its tuberculosis beds. Could it be 
possible that government competition dis- 
couraged private investment at the very 
time that every tuberculosis agency was 
urging hospitalization and segregation of 
the open case as the surest way to wipe 
out the disease? 

Comparison of Growth of 
Private - Public Sanatoria 

1904 - 193 

Private Sanatoria 
Sanatoria Beds  Sanatoria 

59 3,903 19 

98 6,308 50 

8,998 89 


11,601 
12,732 


Public Sanatoria 
Beds 
2,859 
5,645 
11,146 
23,964 
40,828 


Private Sanatoria 
Sanatoria Beds 
179 13,937 
183 15,215 
182 15,235 
194 17,455 
196 17,892 


Public Sanatoria 
Beds 
45,296 
50,297 
53,922 
60,887 
67,583 


Sanatoria 
296 
310 
329 
359 
382 


CHART NO. 5 


But, you say, these public sanatoria 
beds are built for the indigent, the person 
who can’t afford to pay for his care; there- 
fore they can’t affect the private sana- 
toria. On the contrary, the A. M. A. sur- 
vey reveals that patients contribute to- 
ward the maintenance of nineteen state, 
fifty-two county, two municipal, and four 
city and county sanatoria, by paying for 
their care. Thus a total of 77 publie sana- 
toria admit that they do not confine their 
patients to indigents. We learn further 
(Figure 6) that of 70,708 patients in tax 
supported institutions 63,856 received free 
care, 4,678 were part-pay, and 1,544 full 
pay. The private institutions reported on 
the paying status of 11,505 patients. Of 
these 4,964 received free care, 2,863 were 
part-pay, and 3,678 paid full rates. Hence 
43 per cent of the patients in the private 
institutions were occupying free beds, 
while there were 4,678 part-pay and 1,544 
full pay patients in so-called “free” tax- 
supported beds, 

It is by no means certain that all of 
the patients receiving free care are strict- 
ly indigent or paupers. Laxity of laws 
governing admission and inadequate 
social-service investigation accounts for 
the fact that many patients, who could 
pay for care, occupy tax-supported beds. 
In Texas, for example, the indigency of 
the applicant to the State Sanatorium is 
passed upon solely by the county judge 
in each particular patient’s county. The 
Texas law also provides for a_ so-called 
“public pay’ rate in the State Sana- 
torium, This regulation, adopted in 1912 
and unchanged to date, provides that any 
resident of the state, no matter what may 
be his financial standing, on application 
must be admitted to the State Sanatorium 
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at the rate of $5.00 per week. This patient 
then occupies a bed that is costing the tax 
payers over $2.00 per day to maintain. 


Patient’s Paying Status* 


Type of 

Institution Free Part-pay Full-pay Total 
Public 63,856 4,678 1,544 70,078 
Private 4,964 2863 3,678 11,505 
Percentage 84.4% 92% 64% 100% 


*67% of total patients, 1935. 
CHART NO. 6 


When only 64 per cent of 81,583 
patients in both private and public insti- 
tutions were paying full rates and 9.2 per 
cent were paying in part in 1935 (A. M. A. 
report), it is certainly no wonder that at 
the same time there were over 5,500 va- 
cant beds reported in private institutions. 

Building costs and maintenance costs 
of tax supported beds and private beds 
are shown in Chart 7. 


Building - Maintenance Costs 


Cost per Daily per 
Control 
Federal Hospital 
Veterans Bureau 
State Sanatoria 2,949.00 2.01 
Federal Sanatoria 3,052.00 2.75 


City 4,032.00 2.04 


bed average capita cost 
$4,000.00 $3.20 
4,000.00 3.98 


County 3,737.00 2.10 
City-County 2,628.00 1.74 
Private 3,070.00 2.96 


CHART NO. 7 


Several tax supported institutions cost 
as much as $10,000.00 per bed to build 
und one non-federal publie institution re- 
presents an investment of $13,000.00 per 
hed. This is most certainly a flagrant 
waste of public funds. The various divi- 
sions of the government now have 
$201,000,000.00 invested in tuberculosis 
beds, the maintenance of which costs the 
tax-payers at least $50,000,000.00  an- 
nually. 


99 


DISEASES OF THE CHEST 1936 


In comparing the daily per capita cost 
of public beds and private beds one should 
keep the following facts in mind: 

1. State and county farms, in many 
instances, produce supplies at no direct 
cost to public sanatoria. 

2. Many private institutions pay taxes 
which incidentally help support public 
beds. 

3. The medical staff of certain types of 
government institutions are notoriously 
underpaid. 

4. Many county and municipal beds are 
staffed by local physicians who receive no 
compensation for their work. 

5. Any sound private business must 
figure depreciation on building and equip- 
ment as part of the operating cost. 

6. In spite of the average daily per 
capita cost of $2.96 for all privately owned 
tuberculosis beds, the Statistical Commit- 
tee of the Federation of American Sana- 
toria reporting on 64 private sanatoria 
found that the average minimum rate, in- 
cluding medical care, is $24.65 per week, 
or $3.52 per day. This seems to be a rather 
narrow margin of profit on an average 
investment of $3,070.00 per bed. 

In view of the immense amount of 
money invested in public institutions and 
the relatively high maintenance costs as 
indicated by the figures at hand, it is dif- 
ficult to be convinced that government 
control is cheaper in the long run than 
private hospitalization. 

The foregoing recitation of figures and 
comparisons, I believe, fairly well proves 
that the government is in competition 
with private sanatoria. Whatever the 
function or scope of government may be 
in the future it certainly, until recently, 
did not include competition with private 
industry. The situation has become s0 
serfous in this case that several private 
and even philanthropic institutions have 
closed their doors and most of the remain- 
ing institutions are struggling for exis- 
tence. 

Dr. LeRoy S. Peters in a paper read at 
the Kansas City Meeting of the A. M. A. 
said: “I hold no quarrel with State medi- 
(Continued to page 28) 
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FOR more than a century the health-producing qualities of the Ashe- 

ville Plateau have been recognized. Favorable, climate, forest- 
filtered air, pure water, and other natural advantages have been aug- 
mented by splendid sanitaria, and hospitals, and a group of skilled 
medical specialists. Physicians the country over have been sending 
respiratory cases here with confidence that all that climate combined 
with scientific care and attention are assured their patients. 


“Mountains of Health” sent free upon request. 


CHAMBER OF COMMERCE 


ASHEVILLE, N. C. 


ASHEVILLE ELMHURST SANATORIUM 
NORTH CAROLINA In the “Land of the Sky” 


ASHEVILLE, NORTH CAROLINA 
Small private sanatorium where individual care is 


6é SA 99 given. Graduate nurses in constant attendance. 
The and of I “4 a Rates $10.00 per week and up 


Mrs. M. L. Howell, Superintendent 


Fairview Cottage Sanitarium AMBLER HEIGHTS SANITARIUM 


Overlooking city and mountains. Liberal diets, menu A modern sanitarium fully equipped for the 
system. All types of accommodations. Rates: $12.50 treatment of pulmonary tuberculosis 
to $15.00 per week, exclusive of medical care. Descriptive literature upon request 
“Write for illustrated booklet” Edwina M. Richardson, R. N., Supt. 
ASHEVILLE NORTH CAROLINA ASHEVILLE NORTH CAROLINA 


ZEPHYR HILL SANATORIUM 
For the treatment of tuberculosis and chronic ST. JOSEPH SANATORIUM 
diseases of the chest. (Conducted by the Sisters of Mercy) 


Fireproof, steam heat. All rooms have private 


S. L. Crow, M.D. J. W. Huston, M.D. sleeping porches with detiyha or connecting baths. 
Mrs. W. I. Abernethy, R.N., Superintendent Graduate nurses in attendance. 
ASHEVILLE NORTH CAROLINA ASHEVILLE NORTH CAROLINA 


HILLCROFT SANATORIUM SUNSET HEIGHTS SANATORIUM 


Biltmore Station, Asheville, N. C. All rooms with porches, many with private or 


connecting baths. Wonderful view of city and 
For the Treatment of all forms of mountains. Open to all physicians of Asheville. 

Tuberculosis Miss Minnie Gibbs, R. N., Superintendent 
Annie L. Rutherford, R.N., Superintendent 


~ 


ASHEVILLE NORTH CAROLINA 
VIOLET HILL SANATORIUM 
Owned and operated by Mrs. Florence Barth 


Each room has a sleeping porch with southern exposure. Free automobile transportation to Town 


ASHEVILLE Reasonable Rates NORTH CAROLINA 


When writing please mention DISEASES OF THE CHEST 
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Tuberculosis Association 


ACCORDING to Dr. James War- 
ing, possibly the earliest known 
reference to the injection of air 
into the chest as an aid to the 
treatment of disease of the lung is to be 
found in the treatise “On Affections” of 
the Hippoeratic collection which dates 
back to the fourth century before Christ. 
Until Laennee discovered (1816) auseul- 
tation over two thousand years later, the 
diagnosis and treatment of diseases of the 
lungs made but little progress, 

In 1882 specific suggestions for the col- 
lapse of the lung in tuberculosis were 
made by a Seotch physician, James Car- 
son. But unfortunately until the time of 
Forlanni, Carson’s work was completely 
lost from sight. Between Carson's essays 
and the well known papers of IS82 by the 
Italian professor Dr. Carlo FPorlanni 
(IS47-1918), similar suge@es- 
tions came from Germany, France, Eng- 
land, and America. 

Up to the time of Pasteur it was thought 
that air introduced into the pleural space 
produced pus. Knowledge of sepsis made 
it quite clear that it was not the air it- 
self, but germs found in the air which 
produced the pus. The development. of 
asepsis then made it possible to put sterile 
air into the chest with safety. It was this 
advance in medical science, along with 


somewhat 


the clinical observation of the improve- 
ment in tuberculosis of the lung follow- 
ing spontaneous Pneumothorax and pleu- 
ral effusions, and with the rapid advance 
in the disease after early withdrawal of 
fluid, that led to the deliberate injection 
of air into the chest. Subsequently, the 
development of the Roentgenography of 
the chest furnished a very important stim- 
ulus to the general use of artificial pnen- 
mothorax. 

Perhaps there is no disease, if we take 
into consideration its morbidity and mor- 


‘Staff Physician, Atlanta T. B. Assn. 
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A Study of Forty-Eight Pneumothorax Cases 
In the Negro Clinic of the Atlanta 


BY 
H. E. NASH, M.D.* 
Atlanta, Georgia. 


tality rates, the extent of its 
ravages, and its peculiar dispo- 
sition to strike the fairest and 
most amiable of mankind — 
youth—which ought to engage the atten- 
tion and draw forth the energies of the 
physician to so great a degree as tuber. 
culosis. Should any suggestion be offered 
to limit its destructiveness, it should re- 
ceive the attention of the medical profes. 
sion, even if it wears the garb of home. 
liness, 

A knowledge of the anatomical strue- 
ture of the lungs, as well as their physio- 
logical function makes it obvious why 
diseases of the lungs are more difficult to 
cure than diseases of other organs. 

In 1935, Dr. M. A. Thomas was added 
to the Staff of the Atlanta Tuberculosis 
Association, and with him five other 
Negro doctors. They started with a few 
patients who had formerly been taking 
pneumothorax. Since that this 
clinie has grown to large proportions. 

Our study considers forty-eight pneu- 
mothorax cases handled in this clinic from 
June 1933 to June 1936. 

The indications for artificial pneumo- 
thorax may be divided into two general 
classes—optimal and compulsory. 

An optimal case is one having a station- 
ary lesion on one or both sides, the patient 
is in good general condition, and there 
isn’t much urgency for instituting treat- 
ment, 

A compulsory case is one demanding 
immediate attention. It exhibits pregress- 
ive lesions, acute symptoms and shows a 
down-hill course. The lesions may be 
found @6n one or both sides. 

Five of these forty-eight patients were 
either started with a pneumothorax at 
some other agency or by this clinie before 
Negro physicians took charge. 

The average length of time these pa 
tients were treated was nine months. 
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GRACE LUTHERAN SANATORIUM 


Owned and Operated by For Treatment of Tuberculosis _A high class institution 
The American Lutheran Church SAN ANTONIO, TEXAS Rates very moderate 


For patients irrespective of 
denomination or creed Address: Paul F. Hein, D.D., Supt. | 4ccommodations excellent 


SUNMOUNT SANATORIUM 


FRANK E,. MERA, Medical Director 


Known for over a quarter of a century for its comfortable accommodations, its excellent table, 
its views and interesting surroundings and its climatic advantages. 


PORTLAND OPEN AIR SANATORIUM 


MILWAUKIE, OREGON 
A thoroughly equipped institution for the modern medical and surgical 
treatment of tuberculosis. An especially constructed unit for thoracic 
surgery. The most recent advances in pneumolysis applied to those 
cases demanding this branch of intrathoracic surgery. 
MODERATE RATES 
Descriptive Booklet on Request 


Ralph C. Matson, M.D., and Marr Bisaillon, M.D. 
Medical Directors: } 1004 Stevens Building Portland, Oregon 


A modern and thoroughly-equipped institution Medical equipment is complete, with every- 
for the treatment of all forms of tuberculosis. thing used in the present day methods of diagno- 
Beautiful accommodations for patients, includ- sis and treatment. 
ing private suites with glass-enclosed sun parlors. A home-like atmosphere is obtained at all times. 


Chest Clinic and Out-Patient Department, 1018 Mills Building 


HENDRICKS-LAWS SANATORIUM 


EL PASO, TEXAS 
CHAS. M. HENDRICKS and JAS. W. LAWS, Medical Directors 
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17. or 35 per cent, had a successful 12 or 38 per cent are unimproy 
Pp p or 


collapse. have died. 

31, or 54 per cent, had an unsuccessful The following accessory operations to 
collapse. facilitate collapse were used: 

Of those having a successful collapse Phrenic operation, nine times, or in 18 
15, or 88 per cent, have an improved, ap- per cent of the patients. 
parently arrested, or arrested classifica- Pneumolysis, twice, or in 4 per cent of 
tion at present. the patients. 

2 or 11 per cent, are unimproved or Tuberculous complications were as fol. 
have died. lows: 

Of those having an unsuccessful col- Fluid in 12 or 25 per cent of cases. 
lapse, 20 or 61 per cent, have an improved, Laryngitis in 1 or 2 per cent. 
apparently arrested, or arrested classifi- Intestinal involyment in 1 or 2 per cent, 
cation at present. See the Following Table :— 


PNEUMOTHORAX 


Successful—Collapse. 


Classification Apparently Not 
before treatment Number Arrested Arrested Improved Improved Died 


Childhood 


1 1 


Minimal 
Moderate Advanced 
Far Advanced 
Total 

U I—Collapse. 
‘hildhood 
Minimal 


Moderate Advanced 


Far Advanced 


Total 31 


By a successful collapse is meant that lapse was not successful yet show favor- 
complete compression of the diseased tis- able improvement may be roughly est 
sues is accomplished. mated at from two to five years longer 
The life expectancy of these cases whose than they would ordinarily have lived. 
collapse is successful may be roughly es- 
timated at from five to ten years or longer 
than they ordinarily would have lived. From this study we are now convinced 
The life expectancy of those whose col- that: 


Conclusions. 
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SPRINGFIELD 


Palmer Sanatorium 


A Private Sanatorium of the Highest Class. Very moderate inclusive rates with no extra charges. 
Fully approved by the American College of Surgeons. Unusual refinements of service. New and 
modern buildings and equipment. 

A CONVALESCENT SECTION for non-tuberculous convalescents. 


Circulars on request: Dr. George Thomas Palmer, Medical Director. 


SOUTHERN SIERRAS SANATORIUM 


BANNING, CALIFORNIA 


Location, near but not directly on the desert 
(altitude 2,400) combines best elements of desert 
and mountain climates. ...A sustained reputation 
for satisfaction, both among physicians and 
patients. . . .Send your next patient here, and 
you may be assured of his receiving maximum 
benefit, and of his full gratitude. 


C. E. Atkinson, M.D Medical Director 


ALBUQUERQUE, 
NEW MEXICO 


Southwestern 
Presbyterian Sanatorium 


A well-equipped Sanatorium in the Heart of the 
& Well Country. Rates $60.00 and $65.00 a Month. 
Rooms with Bath at higher rates. Write for Booklet. 


MARYKNOLL SANATORIUM 


MONROVIA (Maryknoll Sisters) CALIFORNIA ( 
A sanatorium for the treatment of tuberculosis and other diseases of the lungs. Located in the 6 
foothills of the Sierra Madre Mountains. Southern exposure. Accommodations are private, mod- ( 
ern and comfortable. General care of patient is conducive to mental and physical well being. 6 
Sister Mary Edward, Superintendent E. W. Hayes, M.D., Medical Director ( 
o 


SANTA FE 
ST. VINCENT SANATORIUM NEW MEXICO 
Information TUBERCULOSIS IN ALL FORMS Conducted by 
and Rates Robert O. Brown, M. D. SISTERS OF 
on Request Medical Director CHARITY 


THIRTY-FIVE YEARS OF UNRIVALED SERVICE FOR THE SICK HAVE MADE 


St. Joseph Sanatorium and Hospital 


ALBUQUERQUE, NEW MEXICO 


The Most Beloved and Famous Institution of the Southwest 
A 200 K.V.P. SHOCK-PROOF DEEP THERAPY MACHINE HAS RECENTLY BEEN INSTALLED 


When writing please mention DISEASES OF THE CHEST 
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(1) Artificial Pneumothorax is the 
treatment of choice in the majority of 
cases of the adult type of tuberculosis 
with moderately advanced or far ad- 
vanced pathology when it can be success- 
fully introduced. 

(2) The ambulatory treatment with 
pneumothorax justifies the time and pa- 
tience expended by those receiving and 
those administering it. 

(3) Last and greatest consideration, 
we not only have restored to the com- 
munity as economic assets those who were 
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dependent upon it; but we have removed 
a potential source of infection from the 
community and have restored health, 
hope, and courage to those who formerly 
wore the mask of despair. 

Because this study justified, in our 
opinion, this type of ambulatory treat. 
ment, we urge cities and counties to estab. 
lish this type of clinic in the various com- 
munities. This treatment offers the most 
approved method of dealing with a disease 
whose mortality and morbidity rate rank 
high among the Negro people. 


cine per se, but [ do object to socialized 
medicine in a capitalistic society.” That 
is exactly the sentiment of the private 
sanatorium owners today. If the profit 
is to be taken out of medicine, let it also 
be taken out of the other professions and 
industries. If the private sanatoria, the 
pioneers of the modern treatment of 
tuberculosis, are not to be allowed to exist, 
they prefer to be so told. A lingering death 
is costly and painful. 

No physician objects to governmental 
hospitalization of tuberculous indigents, 
or any other indigent for that matter, so 
long as hospitalization cost is kept within 
the bounds of reason. In some instances 
at least such cost, including cost of build- 
ing, is certainly excessive. Objection is 
rightfully and logically raised, of course, 
When the government charges patients for 
at bed in a tax-supported institution. For 


(o) 


SOCIALIZED MEDICINE AS IT EFFECTS THE PRIVATE SANATORIA—(Continued from page 22). 


these reasons the following suggestions 
are made: 

1. That laws controlling government 
hospitalizations be changed where neces- 
sary to provide for the admittance of 
indigents only, and that proper social ser- 
vice be provided to investigate such in- 
digency. 

2. That the government cease building 
tuberculosis beds as long as there are 
private beds available. 

3. That the government utilize such 
private beds by contract just as it would 
contract with private industry for the 
erection of a public building or for sup- 
plies of any kind. 

Such action would save the tax-payer 
the cost of further hospital building and 
at the same time stimulate private invest- 
ment in hospitals and sanatoria. It would 
mean a return to the American way of 
doing things. 


Read before the Rocky Mountain Tuberculosis Conference, Albuquerque, N. M., September 29, 1936. 


“Reading time of papers in Diseases of the Chest, 5 to 15 minutes.” 


and Dairy Farms. Well balanced menus. 


private rooms with bath. 


cent pure. 


SSS 
HOLY CROSS SANATORIUM won Sectarian) Im the Health Zone of the Nation 


A large, modern, privately owned, 250 bed Institution, comprising 500 acres, with Truck Garden, Poultry 
A “Home away from Home,” with each Room and Ward adjoining a private, airy sleeping porch. Also 


A beautiful, restful Health Resort, with separate Units personally supervised, and having every Medical aid 
and wholesome entertainment. X-ray and Clinical Laboratory work, Artificial Pneumothorax, Heliotherapy and 
Ultra Violet Ray. Competent medical and nursing staff. Radio, Microphone with ear-phone connections to each bed. 

Located in the Health Zone of the nation with ideal year-round climate. Altitude 4,330 feet. Water 99.99 per 
RATES $15.00 to $22.50 A WEEK 


SISTERS OF THE HOLY CROSS, Supervisors . 


When writing please mention DISEASES OF THE CHEST 


. Holy Cross, New Mexico 
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The Pottenger Sanatorium and Clinic 


For the diagnosis and treatment of diseases of the lungs and pleura; 
Write for particulars asthma and other allergic diseases; asthenics and others who require 
rest and supervised medical care . . . . An ideal all-year location. 
THE POTTENGER The grounds surrounding the Sanatorium are beautifully parked and 
add much to the contentment and happiness of patients. 
SANATORIUM 


AND CLINIC Close medical supervision. Rates reasonable. 


F. M. Pottenger, M.D.__... _....Medical Director 
MONROVIA, CALIFORNIA J. E. Pottenger, M.D. _— _ Asst. Medical Director and Chief of Laboratory 
Leroy T. Petersen, M.D. Asst. and Roentgenologist 


BARFIELD SANATORIUM 


In the Delightful Sunshine of Tucson, Arizona 


HXCELLENT ACCOMMODATIONS 


KaRL BARFIELD SAMUEL H. Watson, M.D. 
Managing Owner ® Medical Director 


METHODIST SANATORIUM 


ALBUQUERQUE, NEW MEXICO 


A modern sanatorium for the Tuberculous — Four large modern well-equipped buildings and fifty cot- 
tages surrounded by beautiful lawns and trees— Open to all physicians— Rates $50.00 to $75.00 per 
month — medical care extra. 

MRS. MINNIE G. GORRELL, Superintendent 


VON ORMY COTTAGE SANATORIUM 


VON ORMY, TEXAS An institution designed for the proper treatment of tuberculosis 
patients at moderate rates. Beautifully located on the Medina River 

FRANK C. COOL President near San Antonio, Texas. Splendid all year ‘round climate. Our 
own dairy and egg supply. Artificial pneumothorax used where 

R. G. McCORKLE, M.D., Med. Dir. indicated. Hopeless last stage cases not admitted. Weekly rates 
W. R. GASTON Manager $15.00, $17.50, and $22.50. For booklet please write the manager. 


ST. LUKE’S In The Desert 


For the Treatment of Pulmonary Tuberculosis. 
A Sanatorium maintained by the Episcopal Church for men of moderate means 
regardless of Church affiliations. 
RATES: including Medical Attention, $12.00 per week. 
Herman O. Rasche Superintendent 
Samuel H. Watson, M.D Medical Director 


When writing please mention DISEASES OF THE CHEST 
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A SYNOPSIS OF THE EARLY DIAGNOSIS AND TREATMENT OF PULMONARY TUBERCULOSIS 

(Continued from page 13), 
much lung tissue as is necessary for life, 
a permanent loss of function may result 
from the long-standing state of collapse. 
However, it is a well accepted fact that 
the normal areas remain practically un- 
changed and readily resume their fune- 
tion when allowed to unfold, regardless 
of their duration of immobilization. 

The inconveniences to the patient, dang- 
er of embolism or of an infection must 
he mentioned. Purulent pleurisy of sep- 
tic origin has been reported after the 
seventh year. 

The question of heliotherapy is still un- 
settled. It is certain that a latent lesion 
often may be activated by heliotherapy. 
General medical treatment of complica- 
tions is symptomatic. Much has been ac- 
complished by surgical treatment of a 
tuberculous larynx or removal of a unila- 


vatives, which, of course, are habit form. 
ing. 

May I close this paper with the state. 
ment that we must treat our patients as 
well as the disease and not lead them to 
a worthless life of “tuberculosis phobia”, 
Many a child is labeled tuberculous be. 
cause of an adenopthy, which is not tu- 
berculous. On the other hand it is true 
that any child who is twenty per cent 
underweight should be treated as tuber. 
culous, unless some other cause is found 
for the malnutrition, though of course 
they should not be placed where they 
may get super-infection from careless as- 
sociates. 

Exercise to build up endurance, when 
carefully advised, follows the rest pro- 
gram, and here again comes the advantage 


teral tuberculous kidnev. Much care Of the sanatorium care, which includes 
should be used in the administration of education of the patient to realize his 


sedatives, particularly of morphine deri- limitations gradually. 


Reading time of papers in Diseases of the Chest, 5 to 15 minutes. 


LAUREL BEACH SANATORIUM 


SEATTLE (On the Salt Water Beach) WASHINGTON 
A private sanatorium fully equipped for the modern treatment of Chest Diseases....X-Ray, Fluoroscope, 
Pneumothorax, Phrenectomy and Thoracoplasty....Special diets when required; private and semi-private 
rooms. Rates: From $25.00 per week up, including medical care. 


FREDERICK SLYFIELD, M.D. JOHN E. NELSON, M.D. RAYMOND E. TENNANT, M.D. 


An increasing number of medical men are routinely using 


NEO-GUISODIDE 


Intravenously 
in bronchitis, bronchial pneumonia, and certain other respiratory ills. 
Fever usually subsides after the second or third injection—and sometimes after 


the first. It is therefore a truly economical treatment. 


Neo-Guisodide contains in the 20 cc ampule: sodium iodide 2.07 Gm., guaiacol. 
0.04 Gm., creosote 0.04 Gm., glucose 2.4 Gm. The 10 cc ampules contain one-half 
the above drugs. 


Supplied quickly from any of the offices listed below 
KANSAS CITY, MISSOURI 


ATLANTA SEATTLE LOS ANGELES 
218 Rhodes Bldg. 1331 Third Ave. Bldg. 5425S. Broadway 


Pharmaceutical Chemists 


GEORGE A. BREON & CO., INC. 


NEW YORK 
17-23 W. 60th St. 


When writing please mention DISEASES OF THE CHEST 
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You know how constant sunshine and 
warm, high, dry air often arrest disease 
and aid convalescence. 


Tucson climatic conditions are truly 
ideal. Rainfall is slight; humidity, low; 
wind, rare; and fog, unknown. Three hun- 
dred and thirty-six sunny days a year in 
this land of 2,400-foot elevation give Tuc- 
son a distinction as “the only spot in the 
United States having more than 80 per 
cent of the possible amount of sunshine.” 


cases that are aided by...a 


To Tucson's natural gifts are added 
splendidly equipped hospitals and sanato- 
ria—excellent hotels and housing accom- 
modations, and practically every outdoor 
sport and diversion. 


Write or wire inquiries which you may 
wish to have answered in detail. Or, send 
the coupon below for descriptive booklet 
and general information. This non-profit 
civic club renders personal service without 


obligation to you. 


1647 - Rialto Bildg., Tucson, Arizona 


Send me your new ill d booklet “N 
Life in the Land of 


Name 


Dilaudid hydrochloride is a quickly acting and effective 
cough sedative. For the average prescription add |/2 gr. 
Dilaudid hydrochloride to 4 ounces of suitable vehicle 
and give in doses of |/2 to | teaspoonful. This dosage 
may be increased or decreased according to the severity 
of the cough, and the age of the patient. 


DI LAU DI D hyd roch loride (dihydromorphinone hydrochloride) Council Accepted 


Hypodermic and oral tablets, rectal suppositories, and soluble powder 


© Dilaudid hydrochloride comes within the scope of the Federal narcotic regulations. 


Dilaudid, Trade Mark reg. U. S. Pat. Off. 
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COLORADO SPRINGS PSYCHOPATHIC HOSPITAL 


(Mental and Nervous Diseases) 


**Home of Modern Sanatorta” 


Inquiries Solicited: 

BETHEL HOSPITAL GLOCKNER HOSPITAL AND SANATORIUM 
National Methodist Sanatorium Sisters of Charity 
CRAGMOR SANATORIUM AND HOSPITAL ST. FRANCIS HOSPITAL AND SANATORIUM 
Non-sectarian Cragmor, Colorado Sisters of St. Francis 
COLORADO SPRINGS PSYCHOPATHIC HOSPITAL 
Colorado Springs, Colorado 


1901 GRANDVIEW AVENUE 


= 


| 


EL PASO, TEXAS 


GRADUATE NURSES 
IN CONSTANT ATTENDANCE © O. E. EGBERT, M. D. 


ane Physician in Chief 
RESIDENT PHYSICIANS 


When writing please mention DISEASES OF THE CHEST 
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SPECIAL FOR SANATORIA USE 
Easy toRead — £EasytoShake Back — _ Easy on the Budget 


Tempering makes Tempglass Thermometers tough—so tough, in fact, that 
they will outlast two ordinary thermometers. Reduce your thermometer 
costs by using Faichney’s Tempglass Thermometers. 


Manufacturers of Thermometers, Syringes, Needles and Surgical Specialties. 


FAICHNEY INSTRUMENT CORPORATION 
Watertown, N. Y. 


ROCKY GLEN SANATORIUM 


McCONNELSVILLE, OHIO 


For the Medical and Surgical 
Treatment of Tuberculosis 


DR. LOUIS MARK, Medical Director 
677 N. High St., Columbus, O. 


H. A. PHILLIPS DR. D. G. RALSTON 
Superintendent Resident Med. Director 


DR. A. A. TOMBAUGH 
Resident Physician 


Graduate Nurses 


Beautiful Surroundings Reasonable Rates 


: 
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THE HOMAN SANATORIUM 
EL PASO, TEXAS 
For the Treatment of Tuberculosis 


Modern Treatment and Equipment 
All Private Rooms and Suites—Excellent Cuisine 


STAFF 


Write for Descriptive Booklet ROBERT B. HOMAN, M.D., Medical Director 

JOHN C. CRIMEN, Supt. R. H. HOMAN, M.D., Associate Medical Director 

The Homan Sanatorium, . R. B. HOMAN, JR., M.D., Associate Medical Director 
El Paso, Texas. FELIX P. MILLER, M.D., F.A.C.S., Chest Surgery 


— 


When writing please mention DISEASES OF THE CHEST 
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“This Open Letter is Addressed to Physicians and Officials connected 
with Industrial and Welfare Organizations.” 


COMMITTEE ON ECONOMICS 
= 
FEDERATION OF AMERICAN SANATORIA 
(A National Association of Private Sanatoria and Chest Specialists) ST. 
MYRTLE AND VIRGINIA STREETS , 
EL PASO, TEXAS 
December 1, 1936. 
Gentlemen: 
This is the twelfth in a series of open letters addressed to physicians and —— 
officials of welfare organizations. If you did not receive the previous issues, we 
will be pleased to furnish you with copies upon request. 
The Federation of American Sanatoria believes that those patients who are C 
able to pay for private care should be given the advantage of the individual atten- 
tion, which the private sanatorium is able to offer. RE! 
Close supervision of the patient’s diet, a sympathetic understanding of the = 
patient’s mental condition, plus competent medical attention can be attained 
in a private sanatorium. DE 
The sanatoria listed below are the finest private sanatoria in the United i 


States and they offer every facility for the patient’s recovery from tuberculosis 
and other chest ailments. The Federation of American Sanatoria not only places 
at your disposal this group of sanatoria, which extends from coast to coast, but 
in addition offers the proper care of the patient after leaving the sanatorium. Adc 
The Federation of American Sanatoria has just published a Pneumothorax 
Directory which lists 207 chest specialists in 32 States and the District of Columbia. — 


Learn about this humanitarian project by addressing the Committee on 
Economics of the Federation of American Sanatoria at the above address. 


Sincerely yours, A 
COMMITTEE ON ECONOMICS, 


1727 
Federation of American Sanatoria. 
DIRECTORY OF PRIVATE SANATORIA AFFILIATED WITH THE FEDERATION — 
OF AMERICAN SANATORIA pe 
ARIZONA COLORADO NEW MEXICO OREGON 
Phoenix Colorado Springs Santa Fe Milwaukie 
Helen Lee Sanatorium Cragmor Sanatorium St. Vincent Sanatorium Portland Open Air San. 
Glockner Sanatorium Sunmount Sanatorium 
Tucson National Methodist San. Valmora PENNSYLVANIA j 
St. Francis Sanatorium 
Anson Rest Home Valmora Sanatorium Allenwood 
Barfield Sanatorium Denver NEW YORK 
Hillcrest Sanatorium Bethesda Sanatorium Devitt’s Camp, Inc. 
St. Luke’s In The Desert Loomis 
A 7 Wheatridge TEXAS 
St. Lutheran Sanatorium Loomis Sanatorium = 
ILLINOIS Saranac Lake Paso 
CALIFORNIA St. Mary’s of the Lake Hendrick-Laws San. 
Banning Chicago Lynch Nursing Cottage 
ong Sanatorium 
Banning Sanatorium NORTH CAROLINA Price Sanatorium 
Southern Sierras San. Asheville St. Joseph’s Sanatorium 
Springfield 
Belmont Palmer Sanatorium Amber Heights San. Kerrville 
California Sanatorium MICHIGAN Sunnyside Sanatorium 
Beasts Detroit Hillcroft Sanatorium San Antonio 
ua Chenik Hospital St. Joseph — Dr. Farmer’s Sanatorium DOC 
Mul i Sunset Heights San. Grace Lutheran San. 
NEW MEXICO Violet Hill Sanatorium 
Monrovia Albuquerque Zephyr Hill Sanatorium Von Ormy 
Maryknoll Sanatorium Methodist Sanatorium Southern Pines Von Ormy Cottage San. 
Norumbega Sanatorium St. Joseph Sanatorium Pine Crest Manor 
Pottenger Sanatorium Southwestern Presby- OHIO WASHINGTON 
terian Sanatorium 
Redwood City Deming McConnelsville Seattle 
Canyon Sanatorium Holy Cross Sanatorium Rocky Glen Sanatorium Laurel Beach Sanatorium 


When writing please mention DISEASES OF THE CHEST 
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Is Your Sanatorium Listed CHENIK HOSPITAL 
3105 CARPENTER AVE., DETROIT, MICH. 
In Phone: Townsend 8-1025 
instituti desi d for th 


Thoroughly equipped for the medical 
and surgical treatment of tuberculosis. 


“Inquire for advertising rates” 


BANNING SANATORIUM 

ST. MARY’S SANATORIUM 
(Conducted by the Sisters of St. Joseph’s, Modern in every respect and conducted in accord- 
Carondelet, St. Louis, Mo.) ance with the high standards of an accredited 
institution. Individual bungalows and cottages with 
Rooms with sleeping porches, running water, con- private baths. Registered nurses with special train- 
necting and private baths, nursing care, good food ing for the care of tuberculous cases. Nutritious food 

and reasonable rates. and tray service. Reasonable Rates. 
“Write for Booklet” 
TUCSON _ ARIZONA A. L. BRAMKAMP, M.D., Medical Director 


SUNNYSIDE SANATORIUM 


CANYON SANATORIUM 
Nestled in the Foothills 
REDWOOD CITY, CALIFORNIA MODERATE 
Ralph B. Scheier, M.D., Medical Director W. R. FICKESSEN, M.D., Med. Director RATES 


FARMER’S SANATORIUM 


SAW TEAS MULROSE SANATORIUM 
A climate unsurpassed in which to get well. A 
fascinating city in which to live. A home-like “Pride of San Gabriel Valley” 
institution. Moderate rates. Artificial Pneumo- 
thorax given in suitable cases. Medical Director DUARTE, CALIFORNIA 
lives in Sanatorium. 
Address W. C. Farmer, M.D., Medical Director MORRIS ROSEMAN, Superintendent 


315 Gibbs Building, San Antonio, Texas 


ANSON REST HOME HILLCREST SANATORIUM 


A well regulated institution with a home 
atmosphere — moderate rates — nursing care. TUCSON — ARIZONA 


“*Hacellent Service - Moderate Rates” 


1727 E. Speedway Tucson, Arizona 


THE 
LONG SANATORIUM 
EL PASO, TEXAS 


MODERNLY EQUIPPED 
FOR THE CARE AND 


TREATMENT of TUBERCULOSIS 
IN ALL STAGES 


Write for Descriptive Booklet 
Rates $15.00 per week and up A. D. LONG, M. D. 
Nurses care and medical attention included MEDICAL DIRECTOR 


| DOCTOR: SEND YOUR NEXT ‘PATIENT TO THE 


NORUMBEGA SANATORIUM 


MONROVIA — CALIFORNIA 


A modern 18 bed sanatorium with a double suite of rooms for each pa- é 
tient; beautifully situated in the foothills of the Sierra Madre mountains. 


FRANK PORTER MILLER, M.D., Medical Director 


When writing please mention DISEASES OF THE CHEST 
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